the following: (1) trainees do different work from trainers; (2) trainees regard a higher proportion of cases as trivial; (3) trainees tend to develop attitudes in line with their trainer; (4) some patients would prefer to see the trainee; (5) trainers sometimes see fewer patients because of the time lost by training; (6) patients do not often refuse to be seen with a trainee present. -These views do not form a pattern, and some are conflicting. There has been no systematic evaluation of care both with and without trainees present. What then is meant by 'the price paid by the patient for training'? Does the average care of all practices decrease? Does the patient seeing a trainee get a lower standard of care? Does a practice starting a training programme inevitably lower its standard of care, or is the critical selfexamination brought about by being involved in training of positive benefit to patient care?
Evaluation is therefore required of the process and outcome of care. Possible parameters (not all applicable in all cases) include changed clinical state, changed level of concern, developed health beliefs in the patient, or changed treatment compliance. While some research can concentrate on the effects of the single consultation, there is an additional need to consider consultations in the continuous cycle of primary care. In our present state, the issues can only be aired and possibly clarified. It is not possible to make a definitive statement on the price, if any, paid by patients for the training process. If there is a problem, then its size remains to be established, although the techniques for doing so are well tried and tested. What is needed is the resolve to carry out the work.
Dame Elizabeth Ackroyd referred to the work of the Patients Association. By the nature of the Association, much of the information becoming available concerns complaints rather than praise. Inevitably, because the Association does not have the resources to undertake full surveys, its data are anecdotal. Some of the earliest work of the Association concerned information given to patients, including that on the role of students in hospitals. By and large, this had been successful and most hospitals now provide information booklets. These do vary in standard, including the way in which the student role is expressed and also the prominence given to this matter.
There are not many complaints about students, and virtually none about general practice trainees, who are anyway fully qualified. One survey of patients' attitudes by Dr Ann Cartwright in 1977 showed that two-thirds would not object to the presence of a trainee; men objected less than women; older patients objected less than younger ones. Two individual views received by the Association demonstrate pitfalls in the training process which should be avoided. In one case, the trainer seemed to be too busy talking to the students to talk to the patient. In another, the consultant failed to obtain any consent to an examination by students, and failed to supervise their performance.
Many hospitals other than those attached directly to medical schools now have students attached. The presence of students is therefore very widespread, but it must never be assumed (even in medical schools) that consent to being 'used as teaching material' is implied, or automatic, or more especially compulsory. That said, it is widely accepted that in order to have a good service for the future, then trainees must learn with the real patient.
M D BUCKLEY-SHARP

Editorial Representative Section of Medical Education
Alternatives to Western medical care1 Such was the somewhat cumbersome, and not altogether accurate, title of the subject chosen by the Open Section for discussion at its meeting on 2 February 1981. What was discussed, and in a lively and quick-firing way by a full house, was the extent to which a medical qualification, as demanded by all the so-called developed countries, was 'really necessary'. The answer was in the negative, but with numerous provisos.
The basis of the discussion was a film of the rural health project in Mexico, sponsored and publicized by David Werner, whose manual, 'Where There is No Doctor', is an international best-seller.
The film was introduced by Dr Katherine Elliott, who rightly stressed that there always have been alternatives to 'Western medicine', such as traditional healers, and that colonial medical services and missionary societies have always trained local people to help with health care. 'It is, however, only over the last ten years', she said, 'that the idea of people other than doctors and nurses providing health care has become acceptable ... It is no longer seen as second best'.
In view of the Declaration of Alma Ata's ambitious and laudable, if unattainable, target of 'health for all by AD 2000', she delcared, 'these experiments in the delivery of health care have become even more important because there is no way in which conventional medical care as we know it is going to reach everyone during the next two decades'. 'Nor, perhaps', did she provocatively add, 'should it. It may not be the best way to "health for all" even in our own countries. It could be that sophisticated health care systems have quite a lot to learn from projects which involve communities much more in providing their own system of care'.
As a basis for discussion, Dr Elliott then summarized some of the problems facing those responsible for the evolution and propagation of such alternatives. (I) The choice of people to be trainedby whom and how?
(2) The need to define clearly the levels of competence for different types of health care: what they cannot do safely, as well as what they can do.
(3) The importance of a comprehensive approach to health care: not just dealing with diseases but looking at the total environment, water supply, agriculture, and so on. (4) Relationship with conventional medical services and government.
(5) Relationship with existing traditional healers, respect for local customs and beliefs, including herbal remedies. (6) Close working relationship with the school system: 'Health education needs to start young'. (7) The financing of such projects: the possibility that with some kind of contributory insurance there would be a positive interest by the community in the project succeeding, should be considered.
From the subsequent discussion, which was much facilitated by the participation of Dr Marie-Therese Feuerstein, a nurse/widwife with long experience in health-care projects in Latin America, it was clear that, whilst there was little difference of opinion about the necessity for such 'alternatives', much thought was still required for the evolution of a practical modus vivendi. Dr Stanley Browne, for instance, with his long experience in the Belgian Congo as it was then known, raised the question of how long should be the course of training for these 'paramedics'. In the Belgian Congo the authorities had insisted on a three-year carefully systematized course. He also stressed that in deciding how long, or short, the course of training should be, the legislative decrees of each country must be consulted.
As was noted by more than one speaker, this inevitably raised the problem of how much these 'health workers' should be allowed to do. The ideal, of course, was that they should, if necessary, be capable of coping with all but life-saving surgery and major obstetric complications. But how to define this in more precise terms was difficult. Indeed, there must be variations from country to country, and even within national boundaries, depending upon the accessibility of hospitals and fully trained doctors, and the state of communications.
What perhaps was not stressed as much as might have been expected was Dr Elliott's third point. Western medicine is still, for historical reasons, curative in its approach. In the developing countries preventive medicine is needed. For this a conventional medical education is not necessary. Nature and the 'health worker'call her or him what you willcan cope with most of the ills to which man is heir; only when things go badly wrong is the fully trained doctor required.
Which is perhaps whyeven if only subconsciouslyone of the major obstacles to 'health for all' is the medical profession. In their insistence on unnecessarily high standards for these 'paramedics', are they merely safeguarding their own interests? The time has clearly come for Western doctors to examine their consciences and decide whether they are primarily interested in their patients or their own professional interests.
Such may not have occurred to the organizers of this excellent meeting as a possible conclusion to the discussion it evoked, but it passed through the minds of more than one participant as he came away from it.
WILLIAM A R THOMSON
Editorial Representative
Open Section
